orient themselves with a lot of resources and a lot of sophistication. What do you do with a solo GP? Or even a multi-group practice?" Infection prevention and control in Canada has been focused on acute care facilities as a consequence of rising rates of health care-associated infections, which are now estimated at 220 000 per year, according to a study conducted by members of the Canadian Hospital Epidemiology Committee, the Canadian Nosocomial Infection Surveillance Program and Health Canada.
While several provinces have created advisory committees and adopted measures aimed at reducing hospitalacquired infections and the Canadian Patient Safety Institute has rolled out a nationwide hand-hygiene campaign, most efforts have not been focused on health care facilities other than hospitals.
It's problematic, explains Dr. Mark Joffe, senior medical director of infection prevention and control for Alberta Health Services. For one, Alberta Health Services can't tell a doctor how to run his or her private practice, Joffe says. And with limited resources, it makes sense to concentrate on areas in the health-care system where infection can do the most damage, which historically has meant a focus on acute care hospital settings. But Joffe says that increasingly, there are "more and more people involved with infection prevention and control in continuing care or nursing homes. That's a developing area."
As well, the Canadian Patient Safety Institutes will be bringing its "wash your hands, wash your hands, wash your hands" message to primary-and home-care providers across the country, says CEO Hugh MacLeod. It will also release the findings of a research project into patient safety in primary care and aim to change the culture by encouraging patients to ask doctors about infection prevention and control measures. "They [doctors] shouldn't be offended if someone says, 'have you washed your hands?'" MacLeod says. "It's making everybody safe. It's in everybody's best interest."
While regulatory initiatives to implement infection prevention and control measures in the offices of family doctors are embryonic, at best, they are not entirely unheard of. The Alberta College of Physician and Surgeons, for example, has begun to conduct infection control audits of private practices.
Ward expects the college will proceed with some form of its infection prevention and control program in the coming months. "Infection prevention and control has not diminished in its importance, in the eye of the public, and the public health office and government. There is the ever-present threat of pandemic infections. We need to test everyone's readiness for those events. Will physicians' offices be safe places to visit during a pandemic? It will take a continuous educational campaign." -Emily Senger, Toronto, Ont. It is difficult, however, to compare the state of home care in different jurisdictions because the very notion of home care differs from province to province. This is why, according to Marg McAlister, a project manager for the Canadian Home Care Association, Canada needs a set of national standards for home care.
"It is hard to compare province to province because each defines the roles of various professions in home care differently," says McAlister.
The most comprehensive look at home care across Canada can be found in the Canadian Home Care Association's Portraits of Home Care in Canada 2008 (www.cdnhomecare.ca /media.php ?mid=1877), an update of a 2003 report that gave home care leaders the opportunity to "have their voices heard through their descriptions of home care as it is known and understood within each of their respective jurisdictions." Though the document warns that "valid comparisons cannot be made because of the absence of data definitions and the variation of data collection and reporting across Canada," it does offer "snapshots" of home care programs, which highlight such features as governance, organization, services, quality and accountability (Table 1) .
With respect to governance, there is little variation across the country, with 12 of 13 provinces and territories operating home care services under the jurisdiction of their ministries of health. The lone exception is New Brunswick, where home care is run by the New Brunswick Department of Health and Wellness and the New Brunswick Department of Social Development.
Legislation for home care, on the other hand, varies widely -tucked into various acts, orders-in-council, guidelines and policies. "This lack of a specific legislative framework for home care contributes to the wide variation in access and availability of services across Canada," the report states.
In terms of services, almost all jurisdictions offer core services such as case
There is a significant nation-wide variation in the maximum number of hours per week of home care services that people are entitled to access. community and existing resources," the report states. "An example of this variation is in the availability of supportive services for individuals with long-term chronic conditions which may include home support, homemaking and options for assisted living facilities."
There is also a variation across Canada in fee structure. According to the 2008 report, four provinces do not charge direct fees for home care services: Ontario, Manitoba, Quebec and Prince Edward Island. (Canada's three territories don't charge fees, either.) The fees in the remaining six provinces are based on people's incomes, and generally apply to long-term supports and residential care. In British Columbia, the maximum amount of fees that can be charged is $300 per month, the same as in Alberta. In Saskatchewan, the ceiling is higher, at $421 per month.
Another variable between jurisdictions is the maximum number of hours per week that, under normal circumstances, people are entitled to access home care services. In Quebec, for instance, the average upper limit is 35-40 hours per week, whereas in Prince Edward Island, the weekly maximum is 28 hours. British Columbia has a working guideline of 30 hours per week, and in Ontario, people can receive up to 80 hours in their first month of home care, that limit dropping to 60 hours for each additional month. (All figures from Health Canada: www.hc-sc.gc.ca/hcs -sss/pubs /home-domicile/1999-pt-synthes /section_4-eng.php).
The Canadian Home Care Association's report also contains a metric called "hospitalization rates for ambulatory care sensitive conditions," which they define as hospitalization rates for conditions that could be provided in the community, and which serve as an indicator of appropriate access to community-based care. This national average of this rate in 2005-2006 was 389 admissions per 100 000 people. British Columbia had the lowest rate (320) and Nunavut had the highest (1104).
When it comes to funding, most jurisdictions spend somewhere in the neighbourhood of $120 per capita, though some exceed that amount (Newfoundland and Labrador: $190; New Brunswick: $177.13) and some fall below (Saskatchewan: $110; Northwest Territories: $97.37). In terms of percentage of health funding dedicated to home care, Alberta (7.36%) and Manitoba (6.7%) "Services such as nursing and personal support in the home, they would be offered in every province across every province," says Margaret MacAdam, president of Age Advantage, a Toronto, Ontario-based company that offers gerontological consultation and strategic planning. "Beyond that, they offer a range of home care services."
Again, it is difficult to do a detailed provincial comparison because jurisdictions have different names and definitions for the services they offer. In some places, for example, bathing and grooming assistance may fall under home support services, whereas in other places it may fall under adult day services. What is clear, though, is that Canadians have access to a wide selection of services, though that access is far from equal.
"Home care polices, services and their delivery vary greatly across the country, as each home care program evolved in response to the needs of their 
